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The establishment of syphilitic disease of the kidneys on a firm
clinical basis is of considerably later date than any of the other
syphilitic visceropathies. This is no doubt true because of the great
difficulty of differentiating between the end-result of syphilitic disease
and the common forms of fibrosis of the kidneys, whether the latter
be produced by old age, disease or both. Moreover, the differentiation
between renal irritation due to syphilitic processes and the various
other types of nephritis constitutes a second difficulty in establishing
a pathologic diagnosis. That nephritis occurred in the course of a

syphilitic's life, however, was recognized by clinicians before the
establishment as an entity of true syphilitic renal disease. This
nephritis, however, was interpreted as the effect of mercury rather
than as in any way related to the disease process. In 1859, Rayer
placed syphilitic kidney disease on a firm basis. After him Virchow,
Perroud, Fournier, Wagner1 and others contributed undoubted path-
ologic and clinical evidences of syphilitic disease of the kidneys. In our
own country the subject has received but little attention. LaFleur2
contributed, however, in 1896 an excellent monograph on the subject,
and case reports are recorded by Greene,3 Fordyce4 and Montgomery ; "'
and in England by Parkes-Weber and Bowlby." In France the subject
has received greater study than elsewhere, and Mauriac's7 work in
particular stands out today as the accepted classic on the subject.
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As a result of syphilitic infection, we recognize today, transient
albuminuria, acute parenchymatous nephritis, chronic interstitial
nephritis, gumma of the kidney, amyloid kidney and paroxysmal
hemoglobinuria.

SYPHILITIC ALBUMINURIA

From time to time in the course of an active syphilis, occasional
albumin has been described as occurring in the urine. The early
interpretation of such albuminuria, particularly as held by Wells and
Blackall in England and Bunz in Germany, was that it was due to
mercurialization. That this may be true is shown by the studies of
Welander8 and Heller. It is now established, however, beyond a

doubt that transient albuminuria may occur in patients who have never

received mercury, probably associated with the extensive anemia so

frequently seen, particularly in the early period of the disease. The
breaking down of hemoglobin, as has been shown clinically and experi¬
mentally, gives rise always to albuminuria, and occasionally even to a

low grade of nephritis.
Symptoms.

—

There are practically no symptoms associated with
transient albuminuria. The finding is usually an accidental one.

When, however, the cases persist, a chronic nephritis may supervene
with the symptoms characteristic of this condition. This is exceptional
and the transient albuminuria is usually benign, subsiding either spon¬
taneously or under the influence of treatment.

ACUTE PARENCHYMATOUS NEPHRITIS (NEPHRITIS SYPHILITICA

PRAECOX)
Of all types of syphilitic kidney disease, this is the most easily

recognized, and has received the greatest attention from clinicians.
This type of nephritis was studied pathologically first by Wagner,
Virchow and Beer, and clinical cases are reported by Mauriac, Dieula-
foy and Plicque,0 LaFleur, Doederlein,10 Stepler,11 Vulpian, Hudelo,
Darier, Karvonen,12 Munk,13 Montgomery, Fordyce, Stokes14 and

8. Welander: Klinische Studien \l=u"\berNierenaffektionen bei Syphilis, Arch.
f. Dermat. u. Syph. 37:19, 323, 1896.

9. Dieulafoy and Plicque: Syphilis of the Kidneys, Syphilitic Nephritis,
Forms and Treatment of Syphilis of the Kidneys, Internat. Clinics, Philadelphia
9:116, S. 111, 1899.

10. Doederlein: Ein Beitrag zur Kenntniss der syphilitischen Nephritis,
M\l=u"\nchen.med. Wchnschr. 43:976, 1896.

11. Stepler: Nephritis Syphilitica Praecox, Wien. klin. Wchnschr. 13:989,
1900.

12. Karvonen: Die Nieren Syphilis, Monograph, Berlin, L. Karger, 1901.
13. Munk: Syphilitische Nierenkrankheiten, Dermat. Wchnschr. 58:350,

1914; Dermat. Ztschr. 21:591, 1914.
14. Stokes, J. H.: Acute Syphilitic Nephritis, from the Standpoint of Diag-

nosis and Salvarsan Treatment, with Report of a Case, J. A. M. A. 66:1191, 1916.
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others. The clinical phases of this type of nephritis are covered in
an article which appeared in 1916, together with a case report by
Stokes. One such case has come under my observation at the Univer¬
sity Hospital clinic.

Symptoms.—For the most part, all the cases have been practically
identical in their onset, the largest majority occurring with the
exanthem in the first few months of the infection. Audry's15 case,
however, occurred in the preroseolous period, antedating other second¬
ary manifestations. The first symptom noted, as a rule, is edema. It
occurs either brusquely or insidiously and may be localized on the
face ; more frequently, however, it is noted around the eyelids and face
and around the lower extremities, gradually increasing until a general
anasarcous condition is reached. Effusion into the serous membranes
with hydrothorax, ascites and pericarditis has been noted in a few
cases (Parkes-Weber,10 Mauriac). Occasionally the onset may be
accompanied with slight headache, although this is not nearly so com¬
mon as in other forms of acute nephritis. The urine is usually dark,
somewhat decreased in amount with a very high specific gravity, and
is characterized principally by an enormous albuminuria, varying from
1 or 2 gm. to 20 or 30 gm. per liter. Fournier speaks of a case in
which 110 gm. of albumin were eliminated daily. In one of Chan-
temesse's cases 53 gm. per liter were eliminated. The sedimented urine
contains a large number of granular, hyaline and blood casts, and there
are occasionally leukocytes and red blood cells. Oliguria, at times even
anuria has been noted. Associated symptoms are dyspnea and an

extraordinary pallor. The other symptoms are the same as those
which accompany acute toxic or infectious nephritis. Thus, anorexia,
vomiting and epistaxis have been mentioned as occurring in a few
cases. A previously damaged kidney may unquestionably be a factor
in the development of some cases. I have seen one such case in a

woman, aged 25, who in the early months of her infection and while
under active treatment developed acute fulminating symptoms, marked
oliguria and enormous increase in albumin, the rapid onset of cyanosis
and uremic convulsions. She died within seven days. The postmortem
findings showed an acute parenchymatous nephritis, superimposed on

an old interstitial nephritis. An additional interesting finding was

acute arsenical poisoning in the liver, due to arsphenamin.
Course.—Unrecognized, this type of nephritis is apt to be fulminat¬

ing, death occurring within a short time with symptoms of uremia and

15. Audry: Nephrite et chancre syphilitiques, Ann. d. Dermat. et d. Syph.
3:299, 1912.

16. Weber: Nephritis with Ascites, Hydrothorax and General Edema, Edin-
burgh M. J. 10:348, 1913.
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coma. While not so common as in the interstitial form, uremic con¬

vulsions have been noted in some instances. Occasional spontaneous
regression may occur in cases which escape diagnosis. Such cases,
however, are apt to recur or become chronic in type. Death may occur
in a few days, as in cases recorded by Yulpian and Wickham. In the
case under my care only seven days elapsed from the outset of symp¬
toms until death occurred. In other cases, months and even years may
elapse before exitus, as in the case reported by Fordyce. Where the
condition has been recognized and treatment instituted, the recovery
is apt to be as abrupt as was the onset, the edema rapidly subsiding,
the albumin decreasing day by day, associated with the increase in the
urinary output and complete recovery occurring within a few weeks.
A number of cases are reported in which a trace of albumin was con¬

stantly found, consistent with apparently good health.
Diagnosis.—The diagnosis of acute parenchymatous nephritis due

to syphilis depends on three main factors : ( 1 ) the absence of any other
cause to account for the disease; (2) the onset coincident or nearly
so, with the exanthem ; (3) the rapid disappearance of albumin from
the urine on the administration of antisyphilitic treatment. To these
factors may be added the history of a recent syphilitic infection and
the positive Wassermann test. The cases resemble most closely the
nephritides of the scarlatinal type. These, however, are seldom
associated with so high an albumin content and many authors point
to this factor as the most distinguishing characteristic of the disease.
According to Munk, the presence of double refractive lipoids occurring
as droplets in the urine is of importance in differentiating this type of
nephritis from the nonsyphilitic. Stokes reported the presence of such
lipoid droplets in his case, but the same finding in nonsyphilitic cases
is reported by Stengel and Austin, which seems to indicate that the
presence of such lipoids is not pathognomonic of syphilis.

Prognosis.—The prognosis in the main is good and may be said to
be dependent on the early recognition of the condition as due to
syphilis. Where cases have been allowed to progress, however, for
weeks and even several months before the diagnosis has been reached,
the prognosis for life, although not bad, is doubtful for cure, due to
the rapid destruction of the parenchyma.

Treatment.—Authors are unanimous in attributing marked bene¬
ficial results in acute syphilitic kidney to thorough mercurialization.
When it can be definitely established that the renal irritation is not the
result of mercury itself this drug should be pushed to the limit. That
mercury can well be combined with arsphenamin with marked benefit
has been shown by Stokes, and undoubtedly both drugs should be used
as soon as the diagnosis has been established.
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syphilitic interstitial nephritis (syphilitic contracted

kidney)
The diagnosis of syphilitic cirrhosis of the kidney presents even

greater difficulty than the other forms of syphilitic renal disease. This
must be apparent when one considers that the pathologic picture,
namely, an interstitial nephritis, is in no way different from interstitial
nephritis from other causes. Moreover, the clinical and urinary pic¬
tures are but little different from those presented by the usual con¬

tracted kidney of arteriosclerosis and chronic interstitial nephritis.
For the most part both kidneys are involved. There may be, and
frequently is, an associated amyloid disease, and as has been noted
before, the interstitial variety may be part of a gummous involvement
of the kidney tissue. A point of considerable help in the diagnosis,
however, is the frequent association of interstitial syphilitic nephritis
with other syphilitic visceropathies which are easier of diagnosis.

Symptoms.—As a rule, the onset is insidious, indeed, as in inter¬
stitial nephritis, an advanced degree of change may be present before
the disease makes itself known to the patient or to the physician. The
accidental discovery of albuminuria in routine examinations is often
the first clue to the fact that the kidneys are diseased. Headache,
dizziness and disturbances in vision may occur, but are less common

than in other forms of interstitial nephritis. Neumann has reported
retinal hemorrhages in one case, and a marked albuminurie retinitis is
reported as occurring in one of Wagner's cases. The urine is usually
increased in amount at the outset, and as in other forms of interstitial
nephritis, a marked polyuria is frequently found. According to Neu¬
mann, this is not so marked, however, as in the nonsyphilitic forms.
Later in the course of the disease and with approaching exitus, the
urine is markedly diminished in amount. Albumin is found in small
amounts only, except in rare cases such as reported by Bartels.17 The
specific gravity is low and the urine rather pale in color. Urea and
uric acid are decreased below the normal. Cylindruria is not so

marked a symptom as in the acute parenchymatous form, but cases
occur perhaps more frequently in the syphilitic type of interstitial
nephritis than in other forms. The casts are usually hyaline and
occasionally epithelial. With the associated amyloid degeneration,
waxy casts are not infrequently found. Dropsy occurs but usually as

a later manifestation. The frequency of other visceral changes, par¬
ticularly those occurring in the liver, undoubtedly accounts for the
dropsical condition in a number of cases in which it otherwise might
not have occurred. According to Neumann, catarrh of the respiratory

17. Bartels: Handbuch der Spez. Path. u. Therap. (Ziemssen), Vol. 9, p. 253.
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tract is more common in syphilitic interstitial nephritis than in the
other forms. This is to be accounted for on the basis of the general
syphilitic condition and general lowered resistance rather than on the
type of the nephritis. Enlargement of the heart and moderate to
advanced arteriosclerosis occur in a majority of the cases and may be
said to be confusing rather than helpful points in the diagnosis. The
blood pressure is increased depending on the arterial change. Although
it is mentioned by some that the blood pressure is less likely to be
raised in the syphilitic variety, this point is too relative to be of diag¬
nostic value.

Course.
—

For the most part the disease becomes manifest many
years after infection. The age incidence, however, is appreciably
lower than that of the arteriosclerotic types. In ten cases recorded by
Welander the ages varied between 28 and 55.

Diagnosis.—In general, it may be said that it is difficult to make a

differential diagnosis from other forms of small contracted kidney
disease. If anything, the general symptoms such as headache, dis¬
turbance of vision and nausea occur later and perhaps to a lesser
degree than in the nonsyphilitic varieties. Nephritic symptoms sug¬
gesting the type associated with advanced age should always be viewed
with suspicion when occurring in a young individual. With due allow¬
ance for the Wassermann reaction, a positive test in the presence of
urinary symptoms may be viewed as confirmatory, but not conclusive,
evidence. Where there are other visceropathies of definite syphilitic
nature, such as gummas of the liver or amyloid spleen, the presence
of associated renal disease may be accepted as part of the syphilitic
process. As Neumann well says, however, all these factors being con¬
sidered, the diagnosis of chronic interstitial syphilitic nephritis is most
often a necropsy, rather than a clinical finding.

Prognosis.—The prognosis compares about equally wjth that of
other forms of chronic interstitial nephritis. Even when early recog¬
nized, antisyphilitic treatment can have but little effect in the presence
of fibrosis and a destroyed parenchyma. Where improvement has been
noted it is no doubt largely due to the treatment of the associated
syphilis and the effect of treatment on remote viscera and on blood
vessels. A certain degree of improvement may be looked for in patients
in an earlier stage of the disease. After the condition has been well
established, however, the course, except for occasional remissions, is
progressive. In my clinic two undoubted cases showed marked
improvement following arsphenamin treatment, so far as general
health was concerned. The patients were able to resume their work,
but there was little change in the urinary findings.
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GUMMA OF THE KIDNEY

Gummas of the kidney are extremely rare, both as clinical and
pathologic findings. They are no doubt more common than is clini¬
cally recognized, first, because of the great difficulty of recognizing
small gummas within the substance of the kidney, and, second, because
gummas may exist without causing any symptoms. The few cases

which have been diagnosed clinically have been those with an extra¬
ordinary clinical picture giving rise to faulty diagnosis, with correct

diagnosis at operation. A few cases have been recognized from the
clinical findings in the urine, and these have been verified at the post¬
mortem examination. Virchow has called attention to the possibility
of renal gummas, suggesting that many of the scars seen in old kidneys,
supposedly due to hemorrhagic infarcts, might be due to syphilis. The
condition was first accurately described by Beer. Following him cases

were reported by Wagner, Lancereaux, Paolucci, Axel Key and Israel.
The entire subject is extensively reviewed and an additional case

reported by Erdheim.18
The cases are too few to construct from them a typical clinical

picture. Erdheim has pointed out, however, that sudden hemorrhage,
associated with a large amount of detritus in the urine, is suggestive
of the breaking clown of a gummatous process. Most of the cases

recorded in the literature have been severe cases of syphilis, many
of them associated with gummatous involvement of other organs, and
particularly with the extensive destruction of bone. The gummatous
involvement may be unilateral, occasionally bilateral. In number, the
gummas may vary from a single large mass completely destroying the
kidney substance, as recorded by Bowlby, to several small nodules, as

reported by Key. In Israel's case, in which the kidney was extirpated
for tuberculosis, pain and definite tumor formation were noted, with a

picture of redness, swelling and pain in the lumbar region. In
Paolucci's case there was an associated interstitial nephritis which
gave rise to albuminuria and cylindruria. The cases in which the
urinary findings led to the diagnosis were those of Seiler and Welander.
The former's diagnosis was substantiated at necropsy. Hemorrhage,
a great variety of casts, epithelial cells and detritus, in association with
other manifestations of syphilis, led to the diagnosis. According to
Erdheim, the gummas may be present alone or they may be associated
with interstitial nephritis or amyloid disease, in which case a diagnosis
of gumma would be manifestly impossible.

Nothing definite can be said of the prognosis of a condition in which
the diagnosis is so difficult and in which the cases are so few. The

18. Erdheim: Nierengumma, Wien. med. Wchnschr. 52:455, 514, 569, 1902
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same holds true for the diagnosis. The one point of interest in this
connection is the possible confusion in cases in which the perirenal
tissue is involved with extensive renal tuberculosis.

AMYLOID KIDNEY

Amyloid disease of the kidney due to syphilis may occur alone but
is frequently, as has been noted, a part of gummatous interstitial or
acute parenchymatous nephritis. The clinical picture is in no way
characteristic of syphilis nor of syphilitic nephritis, except when it is a

part of some other syphilitic renal disease. In the latter case, however,
the diagnosis is not clinical, but pathologic. Clinical amyloid disease of
the kidney is not infrequently a part of syphilitic cachexia, being asso¬

ciated with amyloid degeneration of the spleen and liver. As its
clinical course existing in a pure state is in no way different from
amyloid disease due to chronic suppurative processes and long-standing
tuberculosis, there is no need to dilate on its clinical phases.

PAROXYSMAL HEMOGLOBINURIA

Paroxysmal hemoglobinuria, a rare finding in general, is not infre¬
quently associated with latent syphilitic infection. According to

Pliege,19 two thirds of the cases are syphilitic in origin, either acquired
or congenital. Ehrlich20 and Schumacher,21 moreover, have reported
improvement in cases treated for syphilis. The disease per se has
nothing do with renal irritation, and the syphilitic type is in no way
different from the nonsyphilitic. It usually occurs after exposure to
cold and may be brought about by artificial conditions simulating
exposure. In a case under my observation, the hemoglobinuria
occurred when the patient's hands and feet were placed in cold water.
In this case improvement was noted following treatment, but as the
patient passed from observation, we were unable to state whether the
improvement was lasting. As in other cases of paroxysmal hemoglo¬
binuria, the syphilitic type is apt to occur more frequently during the
winter. The course is chronic, extending over many years, and
although influenced by syphilitic treatment, there is apt to be recur¬

rence with perhaps less frequency and intensity than in cases unin¬
fluenced by treatment. The prognosis is somewhat better in the
syphilitic than in other types, and as the largest number of cases are of
undoubted syphilitic nature, every case of paroxysmal hemoglobinuria
should be carefully investigated for the presence of an acquired or

congenital syphilis.
19. Pliege: Med. Presse, 1896.
20. Ehrlich: Deutsch. med. Wchnschr., 1881, p. 224.
21. Schumacher: Verhandlungen des Congresses f. Innere Med., Wiesbaden,

1884, p. 357.
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SYPHILIS OF THE KIDNEY PELVIS

Aside from the more usual forms of syphilitic nephritis, a few
cases are reported in which it would seem from the clinical picture at

least, that the pelvis of the kidney alone was involved in the syphilitic
process. One such case has been described by Gottfried,22 and two

others by Welz.23 In the latter's cases, one presented the picture of a

perinephritis. In the other, the clinical picture was that of an obstinate
pyelitis. Gottfried's case presented the clinical picture of a double
sided pyelitis and cystitis with a negative bactériologie examination.
The diagnosis in all three cases was made apparent by the positive
complement fixation test", and seemed to be confirmed by the complete
recovery with antisyphilitic treatment.

SYPHILIS OF THE URETERS

An unusual case of gumma involving the ureter has been described
by Hadden.24 This was the demonstration of a pathologic specimen,
the ureter and common iliac artery being involved in a large syphilitic
tumor mass with enormous dilatation above the tumor and considerable
constriction below it. The kidney was entirely cystic and the case was

associated with gummas of the liver and spleen. Clinical syphilis of the
ureter alone seems to be unknown as an entity.

SYPHILIS OF THE SUPRARENALS

A scant literature exists with regard to clinical syphilis of the supra-
renals. This is the more striking when one considers that next to the
liver and spleen, the suprarenal is the most common site of syphilitic
involvement in the viscera in cases of congenital syphilis, and that,
according to Warthin,25 sclerosis of the suprarenals with atrophy of
the gland is a common finding at postmortem examinations of old
syphilis. Spirochetal invasion of the gland cortex has been noted
in two cases by Warthin.

Early involvement of the suprarenals, however, is described with
clinical manifestations resembling Addison's disease. Other cases are

described in which syphilitic involvement of the suprarenal is' thought
to lead to suprarenal insufficiency without pigmentation, or without the
Addisonian syndrome. Among the later manifestations of syphilis of

22. Gottfired: Ein Fall von Nierenbecken Syphilis, Wien. med. Wchnschr.
64:600, 1914.

23. Welz: Nieren Syphilis, Deutsch. med. Wchnschr. 39:1201, 1913.
24. Hadden: Obstruction of Ureter by a Gumma, Trans. Path. Society,

London 37:301, 1886.
25. Warthin: The Persistence of Active Lesions, Am. Jour. Med. Sc. 152:

508, 1916.
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the suprarenal are described gummas, sclerous suprarenalitis, and
amyloid disease. Except for isolated cases of gummas, late involve¬
ment may be said to be a pathologic rather than a clinical diagnosis.

EARLY SUPRARENAL SYPHILIS

Cases of evident suparenal syphilis occurring early in the course of
the disease, leading to symptoms either of insufficiency, or to a true
Addisonian syndrome are described by Fordyce, Jacquet and Sezary,26
Schaffner and Howard,27 Hallopeau and Roy,28 Gaucher and Gou-
gerot,29 and Gordon.30 The latter's case presented the Addisonian
syndrome in association with gummatous suprarenalitis. Of the cases

mentioned above, that of Jacquet and Sezary presented the typical
Addison's syndrome in association with an early secondary syphilis.
There was great weakness, asthenia, pains in the extremities, prostra¬
tion and hyperpigmentation. Under specific treatment the patient
improved in all these symptoms, but being advanced in years, died of
cerebral hemorrhage. An enormous* enlargement of both suprarenals
was found with Spirochdèta paluda in great numbers. The case of
Schaffner and Howard, as well as those of Hallopeau and Roy, and
Gaucher and Gougerot, presented typical Addisonian syndromes, and
all recovered on specific treatment. According to Sezary, who has
written the most extensive monograph on the subject, the sclerous
suprarenalitis may not infrequently cause suprarenal insufficiency and
debility. This author believes that all cases of suprarenal insufficiency
with the characteristic low blood pressure and debility should be
scrutinized carefully for syphilis.

26. Jacquet and Sezary, A.: Surrenalite syphilitique de l'Adulte, Bull. et.
m\l=e'\m.Soc. m\l=e'\d.d. h\l=o^\p.de Par. 23:314, 1906; Sezary, M. A.: Syphilis et glandes
surrenales, Gaz. d. h\l=o^\p.87:1317, 1914.

27. Schaffner and Howard: Addison's Disease of Syphilitic Origin, N. Y.
Med. Jour. 103:1026, 1916.

28. Hallopeau and Roy: Maladie d'Addison chez un Syphilitique, Bull. Soc.
Franc. de Derm. et Syph. 16:212, 1905; Ann. de Derm. et Syph. 4:638, 1905.

29. Gaucher and Gougerot: Syphilis et Maladie d'Addison, Ann. d. Mal. ven.

6:321, 1911.
30. Gordon: Med. Times and Gazette 1:281, 1870.
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